Going to see a doctor is rarely a welcomed experience. Physicians are needed because they are the professional charged with helping make sense of disparate and baffling physical indicators that something is amiss (Jutel 2011 ). This experience is less uncomfortable when the physician understands what we are feeling and treats us as an individual. For many, this includes religious beliefs and sentiments (Best et al. 2015) .
There is often a gap between patients' desire for the inclusion of religion/spirituality and the provision of it within their medical care (Best et al. 2015) . This research often accompanies or inspires increased calls for changes in medical education (Anandarajah and Mitchell 2007; Anandarajah et al. 2010; Koenig et al. 2010; Lucchetti et al. 2012; Puchalski and Larson 1998; Rasinski et al. 2011 ) and the creation of standardized history and physical instruments (for example Anandarajah and Hight 2001) . Much of this change in medicine grows out of calls for better patient-centered care and assumes that physicians can or do attune with the identity and personhood of patients and respond in kind. In other words, this assumes that the inclusion of religion/spirituality flows out of the belief disposition of patient populations. If physician-patient population concordance is central, then inclusion would happen most often when religious physicians practice within religious counties. But inclusion could also be primarily driven by physicians' belief dispositions independent of patient population characteristics.
Recognition of the importance of religion for many people's identity can strengthen the ability of a physician to connect with patients, helping patients make sense of being ill (Curlin et al. 2005 ) and perceived relevance of religion depends at least in part on physicians' beliefs (Franzen 2016) . But the dynamics of this relationship change with patient populations; namely, some regions of the country are more religious than others. There is a gap in the literature as we do not currently know how regional religiosity matters. The objective here is to determine the extent to which clinical interactions addressing religious concerns are related to the religious characteristics of the physician's county, the physician's own background, or both.
Background

Culture, Patient-Centered Care, and Clinical Content
Medical care has moved away from paternalistic medical interactions (Emanuel and Emanuel 1992) towards care more actively focused on patient inclusion and participation (Armstrong 2014) . Early on, Engel sketched out his idea of effective medical care that included pertinent psychological and sociological issues (Engel 1977) . While patient-centered care has been formulated in different ways, the values tied to the clinical actions have wide support (Kitson et al. 2013) .
Though the form and implications of patent-centeredness may depend on clinical settings (Mead and Bower 2002) , treating the patient as a person and not merely a medical problem does not appear to be in dispute (Kitson et al. 2013) . Research on when and why patient-physician relationships break down has frequently focused on racial concordance with the implication that differing values or perspectives either help or hamper interactions. For example, black patients tend to have more frequent negative medical experiences with non-black physicians, especially those with implicit but not explicit racial biases (Penner et al. 2010) . Minority patients also tend to have more negative views of medical care, with decreased adherence to recommendations if they sense a bias (Stepanikova and Cook 2009) , even within non-verbal communication (Stepanikova et al. 2012) . Stepanikova et al. show that this could be tied to lower levels of action-specific trust in the physician (Stepanikova et al. 2006) . Patients seeing physicians of the same race tend to be happier with the care they receive (LaVeist and Nuru-Jeter 2002), even independent of "patient-centered communication" (Cooper et al. 2003 ; but see Lo and Bahar 2013) .
The purpose of this quick review is to show that while much focus is on racial issues, non-concordance between physicians and patients can be problematic in clinical settings and for health outcomes. This is important here because many Americans are religious and many desire religious beliefs or related content to be a part of medical interactions (Best et al. 2015; Chatters 2000; Koenig 2014; Williams et al. 2011) . Dubbin et al. argue that patients need the right kind of cultural health capital in order to connect with physicians (Dubbin et al. 2013) . A physician may be interested in patient-centered care, but if the patient population does not have enough of the appropriate background to connect with the physician, a connection is unlikely to form. As such, conversations including religious content are most likely to happen when religious patient populations meet with a religious physician, as physicians with more salient religious beliefs also tend think religiosity/spirituality matters for patient health more often (Franzen 2016) .
While this suggests an interaction effect, this need not be the case. For example, Lo and Bahar show that some minorities do not prefer physicians of the same ethnic background, with the caveat that physicians who acknowledge patients' personal identity matters more (Lo and Bahar 2013) . In the present context, this could mean that physicians' willingness to discuss religion/spirituality with patients may matter more than whether they share the specific faith. Matching physician and patient cultural backgrounds is possibly less important than effective communication and empathy. This necessity of effective communication can be a particularly recalcitrant challenge in modern medical contexts where depersonalized medical systems have come to dominate patients' personal identities (Stevenson and Scambler 2005) .
The implication is that a physician need not be religious to effectively interact with religious patient populations, but they do need to be attentive to individual patients within that religious population. The more religious a county's population, the more frequently religious conversations would occur within that county, assuming empathetic patient-centered care. Or, more formally:
H1: Religious discussions in clinical settings are more likely in more religious counties. H2: Religious discussions in clinical settings will be most likely when religious physicians practice in more religious counties.
Social Structure and Medical Interactions
A third hypothesis is that social structural constraints matter more than cultural relationships in clinical interactions. That is, the physician has a role with rules guided by perceptions of appropriate behavior. Physicians face structural pressures to suppress personal and "less objective" dimensions of illness. Fostering personal connections with patients actually tends to decrease in physicians-to-be throughout professional socialization (Newton et al. 2008) as they learn to detach from patients and focus more on objective indicators (Fox 1997) .
Behaviors flow from an accumulation and standardization of past experiences (Giddens 1984 ) that over time solidify certain cognitive schemas filling any context with interpretable meaning (Lizardo et al. 2016 ). This contextualized meaning informs the individual as to what role they ought to be playing at any given time. If a role is akin to a part that an actor plays on a stage (Goffman 1959) , then social structure and institutions provide the script actors follow. This means that social structures impart implicit norms guiding actions associated with their realm of influence, and roles are any given person's perception of the relevant norms for action within a pertinent structure's social context. At its core, a person's identity may best be thought of as embodied and enacted social structures (Lizardo and Collett 2013) .
It is not, however, the individual belief in a set of norms that standardizes the behaviors of individuals, but the collective support of those norms (Elder-Vass 2008, p. 289; Martin 2009; Schwalbe 1991) . This means that the power of social institutions is tied not necessarily to individual beliefs in a given norm, but a tie to clusters of others also supportive of and generally enforcing the norm (Archer and Elder-Vass 2012, p. 102) .
The medical profession has expectations for what it means to be a physician. As physicians go through their professional socialization process, they learn the actions that comprise the physician role. Medical students are primarily socialized into a biomedical model of illness whereby the strongest emphasis is placed on biological processes and indicators (Bishop 2008; Coulehan 2005; Pedersen 2010) , and tend to care for patients accordingly (Cameron et al. 2015; Levinson et al. 2000) . While the value of caring for persons and not only biological processes is fairly universal (Kitson et al. 2013) , the actions implied by this value are not and this dimension of medical socialization and practice is frequently secondary (Pedersen 2010; Thornquist 1994) , especially as it relates to religiosity/spirituality in medicine (Barnes et al. 2000; Culatto and Summerton 2015) .
All people are, however, part of more than one network. A physician is part of a professional network and its associated norm expectations, but also networks outside this professional one. If identities are internalized roles associated with relational connections within social structures, then this also means that physicians carry more identities with them than necessary in medical contexts (Lizardo and Collett 2013) . Non-medical networks often are unlikely to inform a physician's professional work because they are not pertinent to work within the clinic.
Variance in Perceived Roles and the Place or Religion
If structural constraints on behavior are conditioned by relational ties embedded within different domains of life and the importance of them, we should take this into account when trying to understand physicians' perception of their role. For shifts in role perceptions to occur, a physician needs to be tied into additional social institutions or structures that have competing or complementary groups of people with normative commitments. That is, their perception of a physician's role depends on their relational ties within different domains of life (not only the profession) and the resulting constellation of contextually activated roles and identities.
How much extra-medical structures or institutions influence the physician's perception of their role will depend upon at least two things: the strength of that network association, and the institution's claim on relevance. These influence the "depth" of the resulting cognitive schemes (Johnson-Hanks et al. 2011)-does it matter for all of one's life, or just a specific part? A physician may be deeply involved with the arts, for example, but this likely has very little impact on their actions as a physician. Being deeply religious, on the other hand, may influence their behavior as religion often makes far reaching claims on relevance, with a potentially more extensive and ubiquitous "sacred consciousness" (Ammerman 2014) . The importance of religion to the physician, and the associated network ties, will influence the degree to which religion shifts their perception of other roles in life, such as being a physician. Religious congregations can foster this kind of bridging religious capital, fostering connections between religion and professions (Park et al. 2014) . These religious networks have a stronger impact on perceptions for a deeply religious physician than another who attends a religious service once or twice a year (Franzen 2015) .
For the purposes of this study this means that whether or not a physician discusses religiosity/spirituality with patients depends not necessarily on the religiosity of the patient population, but on the physician's perception of what it means to be a physician. Physicians are strongly influenced by the biomedical norms and expectations of the medical community, but may also be influenced by the norms and expectations of their religious community. The strength and form of the latter could slightly shift the perceived structural constraints imposed on the physician's clinical interactions, allowing them to include religiosity/spirituality where others may not.
H3: Physicians including religious content in clinical interactions will depend on their own religious/spiritual orientation and perceived relevance of religion for medicine.
Data and Methods
The data for this study are from the Religion and Spirituality in Medicine: Physicians' Perspectives (RSMPP) survey. The RSMPP is a national, non-clustered, self-administered survey of US physicians covering topics such as physician religious beliefs, interactions with patients and the place of religion in medical care (Curlin et al. 2006; Curlin et al. 2007 ). The sample was drawn from the American Medical Association Physician Masterfile in 2003. 1820 surveys were mailed out, with 1144 respondents and a response rate of 63% (definition 4) (American Association for Public Opinion Research 2011).
These data were merged with two additional datasets for geographic information. Specifically, I included the percent within each physician's county who claim membership at a place of worship as found in the 2000 Religious Congregation and Membership Study (RCMS). With known sampling challenges, the adjusted percent is used here (see Finke and Scheitle 2005) . Two measures from the 2000 US Census for county-level controls are included-the percent with more than a high school education and the county's Gini coefficient. The Gini coefficient reflects the county's inequality and varies from zero (perfect equality) to one (perfect inequality). These were included because a physician could avoid talking about anything personal with patients very different from their self (high rates of inequality and/or lower levels of education).
While data that matches patients with physicians would be preferable, this is not currently available. It is plausible that as the percent claiming to be religious increases in any given location so too will the likelihood that any given physician within that area will see a greater number of religious patients. This is especially true given the fact that very few patients actively select their physician (Victoor et al. 2012 ). As such, knowing population rates is not an unacceptable approximation for patient populations in lieu of alternative data. If the beliefs, values, and perspectives of a patient population matter, then we should see a relationship on a macro-level.
Analytic Method and Variables Included
All included models are logistic regressions because the endogenous variables are categorical and violate the proportional odds assumption of cumulative logistic models. Initial models are without the mean-centered interaction term (H1), and subsequently added (H2). As the data no not allow for multi-level modeling, the approach used here includes the county-level variables in models with a geo-spatial lag variable (described below) to control for cross-county influences (patients crossing county lines to see a doctor). The first two county-level measures help control for patient-physician dissimilarity. The first is the percent of the county's population with an education greater than high school. The second is the county's Gini coefficient (described above). For the religious composition of the physician's county, I have included the adjusted percent of the county retaining a congregational membership. As residents may cross county lines to attend religious services (hence a maximum over 100% in Table 1 ), the weighted mean of focal county's adjacent counties' religious concentration was calculated using GeoDa 1.4.0 (Anselin 1988) . This spatial lag variable allows for the assessment and control for how much the endogenous variable is determined by the religious concentration of neighboring counties (Stroope et al. 2014 see Appendix B) . A non-random geographic patterning of religious concentration is indeed present in the United States, indicated by the local Moran's I statistic (Anselin 2005) for contiguous autocorrelation and G statistic (Ord and Getis 1995) for pockets of autocorrelation. Note: The n for each variable ranges from 1006 to 1144 and all analysis were weighted and corrected for survey design. Tukey post hoc group mean comparisons; * = p < 0.05.
The religious/spiritual typology used follows prior research (Franzen 2015; Jang and Franzen 2013; Marler and Hadaway 2002) , and effectively encapsulates both personal and communal religious attachments (McClure 2017). Franzen (2015) showed that physicians' religious/spiritual orientations are possibly more helpful than other measures such as congregational attendance. RSMPP respondents were asked two questions-how religious and how spiritual they are. Each question had four response categories: very religious/spiritual, moderately religious/spiritual, slightly religious/spiritual or not religious/spiritual at all. The two affirmative and the two negative responses were collapsed, creating a two-by-two typology allowing for a system of dummies: "religious and spiritual," "spiritual but not religious," "religious but not spiritual," and "not religious or spiritual" (RAS, SBNR, RBNS and NROS). Religious orientations impact perceptions of religion-medicine relevance (Franzen 2016) . The same measure is included here: "how much influence do you think religion/spirituality has on patients' health?" The response options ranged from 'very much' to 'very little to none'.
Other controls include how often the physician attends religious services and a dichotomous measure reflecting whether they claim a religious affiliation (Catholic, Protestant, Jewish, etc.) or not. Demographic controls include dummy measures for whether or not the physician is white, male, practice primary care, academic medicine, or are in a faith-based practice. Finally, we include their age.
The six dependent variables reflect a wide variety of possible patient interactions to assess whether the patient population is a factor in including religious/spiritual issues within clinical interactions. All of the following are dichotomous measures, with the first two being composed of two questions. The first reflects the physician's propensity to share his or her own beliefs and the second is their propensity to pray with patients. To assess sharing beliefs, respondent were asked "when, if ever, is it appropriate for a physician to talk about his or her own religious beliefs or experiences with a patient?" with responses being, "never," "only when the patient asks," and "whenever the physician senses it would be appropriate." The second question about sharing beliefs asked whether they "respectfully share my own religious ideas and experiences" when patients bring up religious/spiritual issues. Response options ranged from "never" to "always" with "not apply" marked as missing.
For whether or not the physician prays with patients, the first question asks, "when, if ever, is it appropriate for a physician to pray with a patient" with response options of "never," "only when the patient asks," and "whenever the physician senses it would be appropriate." The second question about praying asks how often they "pray with the patient" when they bring it up ("never" to "always"). As the two survey questions used within each dummy measure (share beliefs and pray) were not measured on the same scale, all four were first standardized and then the lower two quartiles assigned zero (physician does not do it) and the upper two quartiles assigned one (physician does do it). If the respondent fell into the negative category for either of the two measures, they were assigned to the negative category (0) reflecting that they do not share their beliefs or pray with patients, respectively.
The following endogenous variables have the same lead regarding how they respond when religious/spiritual topics come up with patients and responses ranging from "never" to "always" with "not apply" responses coded as missing. The dummy measures were split so that each category had roughly 50-75% of the respondents. The first is about listening to the patient-"I listen carefully and empathetically," with "always" (1) compared with all others. Next, respondents were asked whether they "try to change the subject in a tactful way", with at least "sometimes" (1) compared with all others. Finally, they were asked whether they "encourage patients in their own religious/spiritual beliefs and practices", with at least "often" do this (1) compared with all others.
The last two measures deal with how often patients bring up issues of religiosity/spirituality and how often physicians ask about these issues. First, respondents were asked, "in your experience, how often have your patients mentioned religious/spiritual issues like God, prayer, meditation, the Bible, etc.," with responses ranging from "never" to "always", with "not apply" coded as missing. Those reporting "often" or "always" mentioned these topics were coded as 1. Finally, respondents were asked whether they "ever inquire about patients' religious/spiritual issues". The response option was yes (1) or no (0), with "does not apply-I don't see patients" coded as missing. Table 1 shows descriptive statistics and group mean comparisons for religious/spiritual orientations. The physicians in the sample thought religion/spirituality influenced patients' health some/much (mean = 3.68), the average religious membership rate of physicians' counties is 63.1%, and on average physicians attend religious services monthly. Religious and spiritual physicians make up the largest group in the sample, with 52% of the physicians. On average, about 55% share their beliefs with patients, 63% listen as patients share, 22% change the subject away from religiosity/spirituality, 76% encourage patients in their beliefs, and 35% pray with their patients. There are very few differences between the orientations and county religiosity mean scores apart from RBNS physicians being more likely to live in religious counties compared with SBNR physicians. Religious physicians (RAS and RBNS) attend religious services more than other physicians, with the highest mean score for RAS physicians. There are no mean differences in working at an academic institution or claiming primary care as a specialty. When looking at the dependent variables, we can see there are no mean differences between SBNR and NROS physicians and RBNS and NROS physicians, while there are notable differences between the other orientations and our dependent variables, especially when looking at RAS and NROS physicians. Tables 2-4 show the logistic regression results. As the county-level results are highly consistent between models, I merely point out the notable insignificance of county-level characteristics. Higher levels of county education are linked to negligibly lower reported odds of sharing beliefs (OR = 0.99) and listening to patients (OR = 0.98). Physicians within more religious counties have marginally higher odds (p < 0.1, OR = 1.016) to change the subject away from religiosity/spirituality, but the interaction shows it is the physicians who do not think religiosity/spirituality matter within these religious counties that are negligibly more likely (p < 0.1, OR = 0.991) to change the subject (Table 3 , Models 1 and 2).
Results
In support of H3, physicians' own religious orientation and religious practices are significant. In every model (Tables 2-4), thinking religiosity/spirituality matters for patient health is related to the inclusion of religion. SBNR physicians generally do not differ from RAS physicians, except that they share their own beliefs just over 40% less (OR = 0.563). RAS physicians are not always significantly different from the other religious orientations, but when there are differences, they tend towards inclusion. It is, however, striking that there are no differences between religious/spiritual orientations in whether or not they pray with patients. Attendance is also linked to inclusion in thee of the six outcomes: with increased attendance there are increased odds of the physician sharing their own beliefs (OR = 1.122), praying with patients (OR = 1.196), and asking them about their religious/spiritual beliefs (OR = 1.134).
Localized structural connections may matter. Working in an academic setting is related to passive participation-decreased odds of sharing beliefs (OR = 0.723) but about 60% more likely to listening compared with non-academic (OR = 1.402). Further, those in faith based settings have decreased odds of changing the subject away from religion (OR = 1.855). On the other hand, physicians working in a primary care setting have lower odds of changing the subject (OR = 0.721, p = 0.1) and they are about 50% more likely to ask patients about their religious/spiritual beliefs (OR = 1.504). 
Discussion and Conclusions
Three hypotheses were proposed for when or how religious/spiritual content is included within clinical interactions. The first two stating that patient conversations will depend at least in part on the composition of patient populations: counties with more religious populations will have more frequent religious/spiritual conversations, especially when physicians think religiosity/spirituality matter for health. Hypothesis three is compatible but not dependent on H1 and H2 in proposing that the physician's own beliefs explain variation in inclusion. Role perceptions shift and may even be formed in the context of the strength and relevance of non-medical ties, so even if patient population religiosity does not matter a physician's will. While H1 and H2 were not supported, H3 was.
Much of the findings presented here expand on previous work showing that what physicians perceive to be relevant to their work as a physician will depend to some degree on their own beliefs (Franzen 2016) . As such, if the physician does not personally have some cultural background that helps them connect the relevance of religion/spirituality to the professional work they do, personal beliefs of a patient population may not only be extraneous and unnecessary information, but completely overlooked.
While concordance is important for patient interactions, the present study emphasizes that this social relationship is complicated as perceptions of role performance derive from physicians' relational ties within different structural domains. In other words, while concordance may happen in some cases, this may not be the primary mode of interaction between physicians and patients. The primary mode of interaction between the two may actually be driven by past experiences within non-medical social structures influencing perceptions of behaviors within the clinic, and any given specific interaction (a sick visit, for example). A fairly complex matrix of structural relationships and constraints exists, influencing physician-patient interactions. The biomedical model of modern healthcare implies roles for both the patient and physician, and both largely follow those rules. The physician has taken on a professionally-defined role, but their perception of that role will shift according to external structural relationships perceived as relevant and dominant, as can be seen in the effect of congregational attendance (Park et al. 2014) . What defines these extra-professional structural ties as strong enough and relevant, however, is something future work can and should define.
These findings echo related discussions about how social actors come to see their role and its associated actions as good or best as compared to other potential forms of that role; there is possibly more than one way to be a "good" doctor. It was argued here that the physician's perceptions of what is appropriate in the clinic have strong structural relationships that influence what they see as the role of a physician. Work within the sociology of morality shows social structures are linked to perceptions of what one should do in a given situation (Hitlin and Vaisey 2013; Rawls 1987; Rawls 2010; Schwalbe 1991) , and a fruitful path for further work could focus on how the mix or even conflict of multiple structural ties impact physicians' perception of their work. Indeed, elsewhere Curlin has referred to physicians as "practical philosophers" because of the frequent link between personal moral views and the implication these have on professional work (Curlin 2008) . Lawrence and Curlin (2007) even argue that religious and non-religious physicians have different ideas of what the "conscience" is and how one's conscience matters for both their own work and in thinking about other physician's actions. In this sense, there is always a moral dimension present in physicians' work, whether religious or not.
Power imbalances are almost always present when considering patient-physician interactions (Starr 1982) . This, however, has implications for clinical interactions and what it means to be a "good" physician. Some argue that the ability to act morally depends on the ability to take other's perspectives into account (Morgan and Schwalbe 1990) , which is necessarily shaped by past and present structural locations and relationships (Schwalbe 1991) . This is important in terms of power for two reasons. First, power imbalances can lead to patients marginalizing their own expectations of physicians' care because " . . . a relative lack of [power] in a situation where values and interests are in conflict is likely to undermine an individual's sense of being able to put the results of any moral thought into action" (Schwalbe 1991, p. 295) . This undermined sense of interactive efficacy with physicians can lead to a patient who acts how they think their physician wants them to act. As such, even though patients may desire religious/spiritual medical interactions (Best et al. 2015) , they are likely to mute these expectations.
One may object, saying physicians often do value their patients as persons and practice patient-centered care. This brings me to the second reason why power imbalances are important in clinical settings. Discerning what the physician is communicating is necessary for patients because their health requires it, but the perspective-taking burden is much lower for the physician. Power imbalances undermine the physician's ability to take on patients' perspectives because their own interests do not require the amount of work necessary to do so (Schwalbe 1991, p. 295) . As such, the physician may not have conflicting values, but the various pressures of clinical settings tend to perpetuate the habitual enaction of clinical formal rationality expressed via biomedical medicine that dominates medicine and professional socialization. This is why the discussion of how one's structural ties shift perceptions of what it means to be a physician is important. That shift and associated cognitive connections will lead to different clinical habits and perceptions of what a physician should do, helping explain why physicians reporting greater time pressures are still more likely to include religion in clinical interactions (Curlin et al. 2006) . Power imbalances even decrease the physician's ability to notice the effect of the imbalances in her work (Schwalbe 1991) , but as context forces a decreased adherence to habitual actions, as with increased medical severity, personal connections and perspective taking increases (Callero 1991) . This may be why the inclusion of religion is consistently linked to severity-in those contexts, taking on the perspective of patients increases (Bernard et al. 1999; King and Bushwick 1994; Ramondetta et al. 2011; Williams et al. 2011) .
One potential avenue for further research would be to see how these structural relationships influence role perceptions over time. Specifically, how would the formation or dissolution of different network associations influence a physician's perception of professional roles and patient interactions? Once a physician has made a connection between beliefs and their work as a physician it is possible that sustained interaction with the religious network is no longer necessary to support that connection.
The physician's connection to the social structure of medicine in their relationship with other physicians may also matter. Do they practice alone or are they in a large group with frequent contact with others? Do they work in a faith based practice or in an academic center? Do they only see other physicians while at work or do they also frequently attend conferences or interact "virtually" via an active research and publication agenda? Any or all of these additional structural forms could have different implications for the formation and change of the physician's perception of what it means to be a physician. In the present models, working in either an academic or faith-based setting influenced interactions, although not strongly or consistently.
A key limitation of this study is the inability to actually connect specific patients with their corresponding physician. The present data, however, are the best approximation for large scale, population-based effects. While this limitation is real and needs to be considered, aggregate county information may actually be the next best proxy as patients are largely passive health care consumers (Harris 2003 ) with very few actively choosing providers (Victoor et al. 2012 ). Another limitation is that the patient interactions included here are self-reported, and could be not only inaccurate due misremembering, but also patterned in accordance with the independent variable. That is, more religious physicians could report a greater number of religious/spiritual interactions than is true and non-religious physicians could report at a lower frequency than is true. With these limitations in mind, the present study is an important step towards understanding how perceptions of relevance within medical practice are shaped by both medical and extra-medical ties.
